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Advancing HIV Prevention: New Strategies for a Changing Epidemic — 
United States, 2003 


In several U.S. cities, recent outbreaks of primary and 
secondary syphilis among men who have sex with men (MSM) 
(/) and increases in newly diagnosed human immunodefi- 
ciency virus (HIV) infections among MSM and among het- 
erosexuals have created concern that HIV incidence might be 
increasing. In addition, declines in HIV morbidity and mor- 
tality during the late 1990s attributable to combination 
antiretroviral therapy appear to have ended. Until now, CD¢ 
has mainly targeted its prevention efforts at persons at risk 
for becoming infected with HIV by providing funding to state 
and local health departments and nongovernmental 
community-based organizations (CBOs) for programs aimed 
at reducing sexual and drug-using risk behavior. Some recent 
programs have focused on prevention efforts for persons liv- 
ing with HIV (2). Funding HIV-prevention programs fot 
communities heavily affected by HIV has promoted commu- 
nity support for prevention activities. At the same time, these 
communities recognize the need for new strategies for com- 
bating the epidemic. In addition, the recent approval of a 
simple rapid HIV test in the United States creates an oppor- 
tunity to overcome some of the traditional barriers to early 
diagnosis and treatment of infected persons. Therefore, CDC, 
in partnership with other U.S. Department of Health and 
Human Services agencies and other government agencies and 
nongovernment agencies will launch a new initiative in 2003, 
Advancing HIV Prevention: New Strategies for a Changing 
Epidemic. 


Trends in HIV/AIDS Morbidity and 
Mortality 

he first cases of acquired immunodeficiency syndrome 
(AIDS) were reported in the United States in June 1981, and 


the number of cases and deaths among persons with AIDS 


increased rapidly during the 1980s. During 1981-2001, an 
estimated 1.3—1.4 million persons in the United States were 
infected with HIV (3), and 816,149 cases of AIDS and 
467,910 deaths were reported to CDC (4). During the late 
1990s, after the introduction of combination antiretroviral 


therapy, the numbers of new AIDS cases and deaths among 


adults and adolescents declined substantially. From 1995 to 


1998, the annual number of incident AIDS cases declined 


38% from 69,242 to 42,832, and deaths from AIDS declined 
3 


63% from 51,670 to 18,823. The annual number of incident 
AIDS cases and deaths have remained stable since 1998, at 
approximately 40,000 and 16,000, respectis ely (4). The num- 
ber of children in whom AIDS attributed to perinatal HIV 
transmission was diagnosed peaked in 1992 at 954 and 
declined 89% to 101 in 2001 (4). 

Since the early 1990s, an estimated 40,000 new HIV infec- 
tions have occurred annually in the United States. During 
1999-2001, in the 25 states that had HIV reporting since 
1994, the number of persons who had HIV infection newly 
diagnosed increased 14% among MSM and 10% among het 


erosexuals. The number of persons in the United States living 
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with HIV continues to increase, and of an estimated 850,000 
The MMWR series of publications is published by the 950,000 persons living with HIV, an estimated 180,000 
Epidemiology Program Office, Centers for Disease Control 280.000 (25% 
and Prevention (CD¢ U.S. Department of Health and 


Human Services, Atlanta, GA 30333 


persons are unaware of their serostatus (3). 


HIV Testing 


Many HIV-infected persons do not get tested until late in 
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their infection, and many persons who are tested do not 
return to learn their test results. In 2000, of an estimated two 


million CDC-funded tests for HIV, approximately 18,000 











tests represented new HI\ diagnoses. During 2000, of per 
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f, Public Health Cricsars 1999, of 104,780 persons in whom HIV was diagnosed, AIDS 


was diagnosed in 43,089 (41% person within | year after 
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ini their positive HIV test (6). 


Reasons tor HIV testing vary. In a study of 7,236 persons 

Epidemiology Program Office in whom HIV was newly diagnosed, the reason given most 
Stephen B. Thacker, M.D., M.S« frequently (42%) for seeking the test was illness. Only 10% 
Directo of HIV-infected men and 17% of HIV-infected women 


' : nine —— reported that they were tested primarily because the test wa 
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behaviors that might reduce the risk for transmitting HI\ 
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In a study of 1,363 HIV-infected men and women, among 
the 69% who were sexually active during the preceding 12 


johnson months, 78% —96% used a condom at most recent anal or 
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aginal intercourse with a known HIV-negative partner, and 


oe : 0 | | 
Jude C. Rutledge 2% —86% reported condom use with a partner of unknown 
leresa F. Rutledge 


serostatus (CDC, unpub ished data, 2002 
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Che development of new tests for HIV creates new pros 
pects for expanding HIV testing to identify and treat HI\ 
1 G. Cupell infected persons earlier. The OraQuick™ HIV rapid test 

\. Heilman OraSure Technologies, Inc., Bethlehem, Pennsylvania) was 

ation Specialist ipproved by the Food and Drug Administration in 

November 2002 and categorized as a waived test under the 
Shaver Clinical Laboratory Improvement Amendments in January 
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2003. This simple, rapid test provides HIV results in 20 min 
Division of Public Health Surveillance utes, can be stored at room temperature, requires no special 

and Informatics equipment, and can be performed outside clinical settings. 

Notifiable Disease Morbidity and 122 Cities Mortality Data \Ithough the use of the OraQuick™ test facilitates receipt of 
Richest B Beann test results, HIV-positive test results will require 


Deborah A. Adams confirmation by Western Blot or immunofluorescence assays. 
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Physicians, and the American College of Nurse Midwives, to 
disseminate the recommendations and support their impk 
mentation. CDC also will develop guidance for using rapid 
tests during labor and delivery, or post partum if the mother 
is not screened prenatally, and provide training for health 
ind providers in conducting prenatal testing. In 
ind its activities to monitor the integra 

1 of routine prenatal testing into medical practice 
Reporting of HIV infections to public health authorities is 
now required in 49 states. In 2002, CDC initiated a pilot 
tem to monitor HIV incidence. To track the impact of the 
in 2003, CD¢ expanding this 
plementing 1 national behavioral 
CDC will monitor the imple 


mentation these new activities through several systems, 


including new performance indicators for state ind local health 


de partments and ‘ BOs 

Stable HIV morbidity and mortality, increased numbers of 
syphilis and HIV cases, and growing concern about increas 
ing HIV incidence in some communities require new strate 


i 


gies to control the spread of HIV in the United States. Through 


Advancing HIV Prevention: New Strategies for a Changing 


Epidemic, every HIV-infected person should have the oppor 
; | PI 


nity be tested and have access to state-of-the-art medical 
ention services needed to prevent HI\ 


transmission 
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Update: Severe Acute Respiratory 
Syndrome — United States, 2003 


CDC and the World Health Organization (WHO) are con- 
tinuing to investigate the multicountry outbreak of severe acute 
respiratory syndrome (SARS). This report updates informa- 
tion on reported SARS cases among U.S. residents and sum- 
marizes information on patients with no recent travel outside 
the United States. 

During November |, 2002—April 16, 2003, a total of 3,293 
SARS cases were reported to WHO from 22 countries, 
including the United States; 159 deaths (case-fatality propor- 
tion: 4.8%) have been reported (7). WHO-defined areas where 
local chains of transmission have been identified include 
regions of China (Beijing; Hong Kong Special Administra- 
tive Region; and Guangdong, Shanxi, and Taiwan provinces), 
Singapore, Vietnam (Hanoi), Canada (Toronto), United King 


dom (London), and the United States (2 


). laiwan province, 
London, and the United States are considered by WHO to be 
areas with limited local transmission (i.e., no reported trans 
mission other than close person-to-person contact with a 
known SARS patient 

In the United States, as of April 17, a total of 208 suspected 
SARS cases were reported to CDC from 34 states (I igure). 
Of these, 35 (17%) had illness consistent with the WHO 
case definition for probable SARS which requires the pres 
ence of pneumonia or acute respiratory distress syndrome 
(RDS) (3), and the remaining 173 (83%) had fever and milder 
respiratory symptoms (Table 1). Of the 35 probable 
patients, 33 (94%) had traveled to mainland China, Hong 
Kong, Singapore, or Hanoi; one (3%) was a health-care worker 
(HCW) who provided care to a SARS patient, and one (3%) 
was a household contact of a SARS patient. As previously 
reported, five of these 33 patients, all of whom were travelers, 
had laboratory evidence of recent infection with a novel 
coronavirus (4). Although no additional coronavirus 
infections have been documented among other U.S. suspected 
SARS cases, collection and testing of convalescent sera (i.e., 
sera obtained >21 days after illness onset) for coronavirus 


infection is ongoing. 
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FIGURE. Number of reported suspected cases* of severe acute respiratory syndrome, by exposure category and date of illness 


onset — United States, 2003 
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SARS Patients with No History of Recent 
Travel Outside the United States 


\ total of 19 U.S. residents reported with SARS have no 


history of travel to mainland China, Hong Kong, Singapore, 


or Hanoi. All reported close contact with a SARS patient who 
had traveled recently to one or more of these areas. Five ot 
these cases occurred among HCWs who were exposed to a 
suspected SARS patient and either did not use personal pro 
tective equipment or removed it while examining the patient; 
in only one instance was the SARS patient provided a surgi 
cal mask. Among the 19 close contacts, two had illness con- 
sistent with the WHO case definition for a probable case, 
four required hospitalization, and none is currently hospital 
ized. Ten have had acute specimens that tested negative for 
the novel coronavirus. One patient also has had a negative 
convalescent serum 

hese 19 patients were close contacts of 16 index patients. 
Of the 16 index patients, one (6%) tested positive for 
coronavirus infection, three (19%) have had a negative sero 
logic test on a convalescent specimen; results from 12 (75%) 
are pending. Iwo (11 index patients had illness consistent 
with the WHO definition of a probable SARS case; the two 
instances of local transmission in the United States involving 


these patie nts are summarized lable 


Local Transmission Pair 1. During February 23—March 
9, a U.S. resident aged 40 years traveled to mainland China 
and Hanoi. On March 10, the traveler had fever, cough, and 
shortness of breath. A chest radiograph revealed pneumonia, 
and the patient was hospitalized during March 15-16. On 
March 16, his child aged 7 years had fever and cough. 
Although the child’s chest radiograph did not show evidence 
of pneumonia, the child was hospitalized for observation and 
evaluation. 

Local Transmission Pair 2. During March 1—6, a man aged 
39 years traveled to Hong Kong with his wife and stayed in 
Hotel M, which has been epidemiologically linked to many 
of the initial SARS cases (4). On March 13, he had fever and 
respiratory symptoms and was subsequently hospitalized with 
pneumonia. He tested positive for the novel coronavirus. On 
March 19, a total of 13 days after return from Hong Kong, 
his wife became ill and was subsequently hospitalized with 
radiographic evidence of pneumonia. 

Reported by: State and local health departments. SARS Investigative 
leam, CD 

Editorial Note: The primary focus of SARS surveillance 
activities in the United States is early identification and isola- 
tion of patients who have suspected SARS. Many suspected 


SARS patients in the United States have had relatively mild 
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TABLE 1. Number’ and percentage of reported suspected severe 
acute respiratory syndrome (SARS) cases, by selected 7 
characteristics — United States. 2003 graphs. The majority of these reported patients are not likely 


to have the novel coronavirus infection, as respiratory illness 
Other -- . 


illness and have not required hospitalization or chest radio 





Probablet cases suspected cases! is common in travelers (5,6). A small number of persons 
(n = 35) (n = 173) 
Characteristic No. (%) No. (%) 
Age (yrs 
ge (y S P (9) P aa probable SARS. Cases reported to WHO from other coun 
5-9 (0) (5) tries are probable SARS cases, whereas the United States has 
10-17 ! (3) 2 (1) 
18-64 (71 ( (70 1: “oN. 
os ae “i a In the United States, local transmission of suspected SARS 
: : ] , 


Unknown (6) (3) has been limited to HCWs and close contacts of suspected 








reported with SARS in the United States had more severe 





illness that was consistent with the WHO case definition of 


reported all of its suspected cases (7). 


Sex SARS patients who were travelers. Identifying persons who 
Female (46) d (49) 
Male (51) (50) . ‘ or : : 
Undenoven (3) 1) office is difficult and requires changes in the way medical 


might be at risk for SARS on arrival to a medical facility o1 


Race evaluations are conducted. Revised interim guidelines for tri 
White (49) (55) 
Black (0) : (2) 
Asian . (42) (33) ‘ i 
Other (0) 1) travel, and close contact with a suspected SARS patient (8). 
Unknown (9) (9) CDC has provided guidance to state and local health depart 

Exposure 
Travel! ‘ (94) (90) 
Close contact (3) (8) sis . 
snouts ene seniben (3) (2) lo prevent secondary transmission, close contacts of SARS 


age recommend that all patients in ambulatory-care settings 


be screened promptly for fever, respiratory symptoms, recent 


ments for conducting surveillance of HCWs following 


exposure to a SARS patient. 


Hospitalized >24 hrs** patients should be vigilant for fever or respiratory symptoms. 
< (65) < (22 If such symptoms develop, exposed persons should avoid con- 
No (32) (75) 

Unknown (3) (3) ‘ 3 ! : 4 
ha tice infection-control precautions recommended for SARS 

Chest radiograph findings ; 
Pneumonia or RDS 5 (100) ( (0) patients (9). Household members and other close contacts of 
No radiograph or unknown results (O) (100) 


tact with others, seek immediate medical attention, and prac 


SARS patients should be actively monitored by the local health 
Required mechanical ventilation 
Yes (3) (0) ; ; ‘ ; 
No (97) (98) CDC continues to develop and refine laboratory testing 


department for illness. 


Unknown (0) (2) for the novel coronavirus that has been implicated as the cause 





*N = 208 of SARS and has recently published the nucleic acid sequence 
Subset of total suspected SARS cases, with pneumonia on chest radiograph 
or respiratory distress syndrome (RDS), having illness consistent with the ; ie 
World Health Organization (WHO) probable SARS case definition coronavirus infection into the case definition will be impor 

* Subset of total suspected SARS cases, excluding those that are consistent 

« with the WHO probable SARS case definition aati ; 
To mainiand China, Hong Kong, Hanoi, or Singapore infection and understand the relation between infection with 

** As of April 16, no deaths of SARS patients have been reported in the this novel coronavirus and SARS. 

United States 


of the genome (/0). Incorporating laboratory evidence of 


tant to characterize the clinical manifestations of coronavirus 


TABLE 2. Cases of severe acute respiratory syndrome involving contacts exposed to index patients with illness consistent with the 
World Health Organization probable case definition, by selected characteristics — United States, 2003 





Coronavirus 
Patients Exposure Age (yrs) Date of onset Pneumonia/RDS* Hospitalized test result' 


Pair 1 
Index China and Vietnam 40 Mar 10 Present Yes Negative 
Contact Household 7 Mar 16 Absent Yes Negative 
Pair 2 
Index Hong Kong 39 Mar 13 Present Positive 
Contact Hong Kong and household 37 Mar 19 Present Negative 








* Respiratory distress syndrome 
Acute phase specimens; collection and testing of convalescent specimens pending for patients with negative results 
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Pneumoconiosis Prevalence Among 
Working Coal Miners Examined 
in Federal Chest Radiograph 
Surveillance Programs — 
United States, 1996-2002 


Coal workers’ pneumoconiosis (CWP) is a chronic lung 

disease caused by inhalation of coal mine dust. To character- 

know what matters. ize the prevalence of CWP, the National Institute for Occu 
pational Safety and Health (NIOSH) analyzed recent 

radiographic information from the U.S. National Coal Work 

ers X-ray Surveillance Program (CWXSP). Established 

under the Federal Coal Mine Health and Safety Act of 1969 

1), CWXSP is administered by NIOSH under federal regu- 

lations (2). NIOSH is responsible for approving coal mines 

examination plans, submitted approximately every 5 years by 

companies that operate underground coal mines. This report 

summarizes the results of the analysis, which indicate that the 

overall prevalence of CWP among participating miners con 

Dispatch tinues to decline; however, new cases are occurring among 
miners who have worked exclusively under current dust 

exposure limits. An evaluation of the mining conditions that 


have resulted in these Cases IS underway. 
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Federal regulations specify that companies offer under 
ground coal miners a chest radiograph at first employment 
and every 5 years thereafter while employed. Periodic radio 
graphs that use a specified radiographic technique are oftered 
during a 6-month examination period at NIOSH-approved 
health facilities. During October 1, 1999 September 30, 
2002, NIOSH collaborated with the Mine Safety and Health 
Administration (MSHA) to accept films from MSHA’s new 
Miners Choice Program (MCP) for classification by using 
CWXSP procedures. Operating independently of coal mine 
operators, MCP ran concurrently with CWXSP and encour 
aged miners to undergo radiographic examination. MCP par 
ticipants were miners from 586 surface coal mines, which are 
not required or encouraged to participate in CWXSP, and 


trom 444 underground coal mines. 


Coal miner chest radiographs taken under these programs 


are classified by using the 1980 International Labour Office 
ILO) International Classification of Radiographs of Pneu 
moconioses (3). To ensure proficiency in classification 
NIOSH has established a two-tier system for designation of 
radiograph readers. “A” readers have completed a training 
course oO! have otherwise demonstrated competence in the 
use of the ILO Classification, and “B” readers have success 
; 


fully completed a certification examination and must De 


recertified every 4 years (4). A final determination of the clas 
sification of each radiograph is made by using a standardized 
process and requires agreement between at least two readers, 
only one of whom may be an “A” reader, about both the pres 
ence and severity of apparent dust-related abnormalities 
(Figure 1) (2). An identification of CWP requires readet agrec 
ment that small pneumoconiotic opacities are present at an 
ILO profusion category of >1/0. An identification of pro 
an advanced form of CWP, 


requires reader agreement on the presence ol large 


gressive massive fibrosis (PMI 


pneumoconiotic opacities. 

During October 1, 1995—September 30, 2002, CWXSP 
and MCP received 35,983 readable chest films for 31,179 
miners at 1,439 mines in 23 states. The crude prevalence of 
CWP among all examinees was 2.8% (862 cases), and the 


62 cases). CWP 


prevalences among examinees who were noncontract employ 


corresponding prevalence of PMF was 0.2° 


ees at surface mines, noncontract employees at underground 


? Ww 


mines, and contract* miners were 1.9%, 3.2%, and 3.0% 


respectively. Among the 16 states with underground 


noncontract miner examinees, CWP preval nces ranged trom 


) 


zero to 9.6%, and corresponding PMF prevalences ranged 





FIGURE 1. Final determination process for chest radiograph 
classifications — U.S. National Coal Workers’ X-Ray 
Surveillance Program and Miners’ Choice Program 














trom zero to 0.6% (Table 1). Examinees from larger mines 
+50 employees) had a lower prevalence of pneumoconiosis 
than those from smaller mines (2.0% versus 5.6% for CWP 
p<0.0001], and 0.1% 


For all age groups, the prevalences of CWP and PMF increased 
Le § | } 


versus 0.5% for PMI p<0.0001 


with age (Table 2 

Information about tenure in coal mining was available for 
28,253 miners. For underground miners of all tenures 
CWP and PMF prevalences increased with 


underground mining tenure Table 2). ¢ orresponding tenure 


1 


n 18,388 
specific prevalences among surface miners (n 9,793 
similarly increased with surface mining tenure 

Participation rates were estimated by using the number of 
coal miners for whom radiographs were taken and the aver 
age number of coal miners employed during the same period, 
based on quarterly employment figures obtained from MSHA. 
Estimated participation rates were 25.5% for noncontract 
miners and 0.1% for contract miners and varied substantially 
by state (Table 1). Participation was higher among miners 
who worked at large mines than among miners at small mines 


= 


37.6% versus 11.7%; p<0.0001 and among miners at 
underground mines than among miners at surface mines 
31.0% versus 18.9%; p<0.0001 Estimated participation 
rates for miners at mines at which at least one miner was 
examined were 34.4% for noncontract underground miners 


and 31.9% for surface miners. 
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TABLE 1. Prevalence of coal workers’ pneumoconiosis (CWP) and progressive massive fibrosis (PMF) among examined 
noncontract miners*, estimated number of employees, and participation rates, by state — U.S. National Coal Workers’ X-ray 
Surveillance Program and Miners’ Choice Program, fiscal years 1996-2002 





Underground miners 





Average employment 
and estimated participation’ 





Surface miners Underground Surface 








No. miners CWP PMF No. miners 


CWP PMF miners __miners _ 
No. (%) No. (%) No. (%) No. (%) 








examined No. (%) No. (%) examined 


2,308 25 (1.1 524 


Maryland 
Montana 
New Mexi 


North Dakota 


48 
743 


81 

2 

0 

(0.2 10,466 


5 (1.0) (0.2) 3,904 (59.1) 2,200 (23.8) 
5 (1.0) ( (0) 0 737 (70.6) 
9 (100.0) 13 (0) 
(1.7) (0) 1,655 (100.0) 712 (25.3) 
(0.6) ) (0) 4,300 (66.6) (14.4) 
(0.5) (0) 816 (100.0) (14.0) 
(2.7) (0.2) 19,220 (16.0) x (9.0) 
(0) (0) 0 (66.7) 
(3.9) : (0) 273 (91.2) (21.1) 
(0) ! (0) 13 (0) (20.3) 
(0.8) C (0) 123 (100.0) he (55.6) 
(0.7) (0) 0 (28.8) 
(2.5) ) (0) 1,952 (27.2) 2 (18.1) 
43 (48.8) (0) 
(2.8) (0.4 6,204 (39.8) 5 (14.2) 
(3.9) O (0) 681 (15.0) (7.3) 
(0.9) (0) 0 - 2,598 (49.7) 
(2.1) ( (0) 2,184 (72.6) 96 (50.0) 
(3.8) (0.1) 6,771 (25.8) 3,718 (20.0) 
0 C (0) 0 580 (14.0) 
(4.8) . (0.4) 18,289 (16.8) 9° (13.7) 
(0.2) ( (0) 95 (27.4) (26.2) 
8 ~ : (0) 
196 (1.9) 13. (0.1) 66,540 (31.0) (18.9) 





Alabama, Indiana, Kentucky, Michigan, Pennsylvania, Tennessee, Utah, Virginia, and West 


vas determined to have 


PMF 


2d 47,662 contract miners working at surface or underground coal mines, only 66 (0.1%) were 


\ 


Editorial Note: lo reduce the occurrence of occupational res 
piratory disability among coal miners, the Coal Mine Health 
ind Safety Act of 1969 established limits on permissible dust 
exposures in underground coal mines and a radiographic 
screening program for underground coal miners. As mandated 
by the act, underground miners determined to have radio 


graphic evidence of CWP are offered frequent exposure 


monitoring to ensure that their exposure to respirable dust is 
1.0 mg/m and w we rates are ret uined if a job transfer is 
necessary to limit dust exposure. Miners with PMF are 
qualified to receive Federal Black Lung benefits. 

During 1970-1995, CWP prevalence declined markedly 


!—O highlighting an intended outcome of dust control in 


underground coal mines. The findings in this report indicate 


a continuing decline in CWP prevalence for underground 
miners with tenures of -20 years but no clear trend fol those 
with tenures of <20 years (Figure 2). CWP continues to 
occur among working coal miners, even among those first 
employed after the current federal exposure limit became 
effective. The results raise concern about possible excessive 
exposures experienced by miners in several states, at smallet 
mines, and by some surface and contract miners. 

Both CWXSP and MCP address data quality and control 
biases by specifying standardized radiographic technique, by 
using only approved facilities and radiographic equipment, 
ind by employing a standardized approach for assigning final 
determinations of radiograph classifications based on inde 
pendent readings ot each radiograph by multiple certified 
readers. 

Phe findings in this report are subject to at least four limi 
tations. First, the programs are restricted to employed miners 
and are voluntary. Second, participation rates were low, espe 


| 
cially among contract miners and miners at small mines. Third, 
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TABLE 2. Prevalence of coal workers’ pneumoconiosis (CWP) 
and progressive massive fibrosis (PMF) among examined coal 
miners, by age group and tenure group — United States, fiscal 
years 1996-2002 








Age/Tenure No. miners CwP 
group (yrs) examined No. (%) No. (%) 
Age group 
<30 3,440 8 (0.2) 0 (0) 
30-39 4,955 85 (1.7) 4 (0.1) 
40-49 12,975 392 (3.0) 24 (0.2) 
50-59 8,632 317 (3.7) 25 (0.3) 
>60 1,177 60 (5.1) 9 (0.8) 
Total 31,179 862 (2.8) 62 (0.2) 
Underground coal 
mining tenure* 

0- 9 3,268 36 (1.1) 0 (0) 
10-14 1,403 22 (1.6) 0 (0) 
15-19 1,985 56 (2.8) 4 (0.2) 
20-24 4,954 166 (3.4) 13 (0.3) 

>25 6,778 367 (5.4) 30 (0.4) 
Total 18,388 647 (3.5) 47 (0.3) 
Surface coal 
mining tenure* 

0- 9 1,600 9 (0.6) 0 (0) 
10-14 1,006 11. (1.1) 0 (0) 
15-19 1,193 15 (1.3) 0 (0) 
20-24 2,612 38 (1.5) 1 (0.0) 

>25 3,403 114 (3.4) 10 (0.3) 
Total 9,814 187 (1.9) 11 (0.1) 





*For examinees with job tenure information available 


work history data (e.g., tenure and date of first employment 
in mining) were not obtained consistently for all examinees. 
Finally, the effect of resulting potential participation biases 


oo 
oD 


on the generalizability of the aggregate results beyond the 
examinees is not clear, and the prevalences of CWP and PMI 
among all working or retired U.S. coal miners cannot be 
determined from available data. However, the general valid- 
ity of these results is supported by the consistent relations 
observed over time between CWP prevalence and year of first 
employment, age, and tenure. 

Estimated participation rates were based on approximate 
denominators derived from the required quarterly reporting 
to MSHA of mine employment by coal operators. Several 
factors probably reduced participation rates: 1) MCP was not 
available at all surface mines; 2) at some underground mines, 
miners were not offered radiographs as required by CWXSP; 
and 3) not all of the underground miners included in 
denominators based on MSHA employment reports were 
employed during their mine's 6-month examination period. 
MCP was initiated in response to recommendations to 
enhance medical screening and health surveillance of coal min- 
ers (7) and has shown some early success in increasing pat 


ticipation of coal miners. The experience with this program 








FIGURE 2. Trends in coal workers’ pneumoconiosis prevalence 
by tenure among examinees employed at underground coal 
mines — U.S. National Coal Workers’ X-Ray Surveillance 
Program, 1987-2002 
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is being reviewed to identify approaches that might result in 
sustained improvements in participation. 

Radiographic screening and surveillance programs protect 
the health of coal miners by detecting CWP and PMF in 
miners, allowing for preventive intervention focused on 


affected miners. Through aggregate analyses of screening 


results, these programs also can identify apparent high-risk 
subgroups that warrant further evaluation and appropriate 
intervention. However, primary prevention through general 
control of occupational exposure to coal mine dust remains 
essential for preventing CWP. To reduce the risk for lung 
disease among coal miners, MSHA has initiated rule-making 
efforts to ensure adherence to the current 2 mg/m” or 
applicable respirable dust standard for underground coal mines 
during every work shift (8). NIOSH has recommended that 


MSHA lower the permissible exposure limit for respirable 


coal mine dust from 2 mg/m” to 1 mg/m” (9,/0). 
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Preliminary FoodNet Data on the 
Incidence of Foodborne Illnesses — 
Selected Sites, United States, 2002 


In the United States, an estimated 76 million persons con 
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toodborne illmesses each year (/). CD¢ 
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health objecti 
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Salmonella, Shigella, Vibrio, and Yersinia enterocolitica. \n 1997 


koodN if | ises 


liaenosed c 


| 


ind Cases 


O00 FoodNet 

information on non-QO157 STEC. From 

1996 to 2002, the FoodNet surveillance population increased 

trom five sites and a population of 14.2 million to nine sites 
ind 37.4 million persons (13% of the U.S. population 


lo identity cases, FoodNet personnel contact all clinical 


labor tories in thell surveillance if 1 either veekhy O! monthly 


depending on the size of the clinical laboratory. Cases repre 
sent the first isolation of a pathogen from a person by a clini 
cal laboratory; the majority of specimens are obtained for 
diagnostic purposes from ill persons. HUS surveillance is con 
ducted by contacting all FoodNet-identified pediatric 
nephrologists at least monthly. In this report, analyses of HUS 
incidence were performed only on children aged <5 years; 
94% of these children had a documented history of diarrhea 
during the 3 weeks preceding diagnosis of HUS. Preliminary 
incidence for 2002 was calculated by using the number of 
cases of diagnosed infections or HUS that FoodNet had iden 
tified as the numerator and 2002 population estimates as the 


denominator (4). 


2002 Surveillance 


During 2002, a total of 16,580 laboratory-diagnosed cases 
of 10 infections under surveillance were identified: 6,028 of 
3.875 of Shigel 


Salmonella intection, 5,006 of Campylobacter, 


647 of STEC O157 (26 of non-O157 STE 


, 
Cryptosporidium, 166 of Ye 


j 103 of Vibrio, 101 of Li 

+4 of HUS, and 43 of Cx ospora. Among the 5,481 (91 
nonella isolates serotyped the three most common sero 
types accounted for 49% of the infections: 1,051 (19%) were 


serotype lyphimurium, 842 (15%) were Enteritidis, and 791 


14%) were Newport. The most common non-O157 STE¢ 
serotypes isolated were O26 and O111. Substantial variations 
in incidence of specific infections, defined as laboratory iso 
1 


lations pet 100,000 persons, were reported among the sites 


lable 


1996-2002 Comparison 


1 


\ main eftects log linear Poisson regression model (5) was 
used to estimate the effect of time on the incidence of the 
various pathogens, treating calendar year as a categorical vari 
able, with 1996 as the reference year. This model assumed 
that disease incidence in sites added to surveillance after 1996 
changed over time in a similar to the change that 
occurred in the original five sites. The relative change in inci 
dence from 1996 to 2002 was estimated, and confidence 


( Is ror that change were calculated 


2002, the bacterial pathogens with the highest incidence 
were Salmonella, Campylobacter, and Shigella (Table From 
1996 to 2002, the incidence of infection with several patho 
gens decreased. For Campylobacter, Listeria, and Yersinia, this 
decreas¢ was observed consistently OVCT SC veral years | igure | 
Che estimated incidence of Campylobacter decreased 24° 
95% ( | 52% 16% decrease , Listeria decreased 38% 95% 
CI = 529 


19% decrease and Yersinia decreased $3% 95% 
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TABLE. Incidence* of cases of infection with nine pathogens and of one syndrome under surveillance in the Foodborne Diseases 
Active Surveillance Network, by site, compared with national health objectives for 2010 — United States, 2002 

Syndrome California Colorado Connecticut Georgia Maryland Minnesota New York Oregon Tennessee Overall Objective 
Campylobacter 31. 67 13.99 15.79 7.58 6.72 18.95 12.97 16.01 6.37 13.37 12.30 
Escherichia coli 0157 0.99 2.12 1.37 0.67 0.48 3.62 1.69 5.13 0.70 1.73 1.00 
Listeria 0.37 0.12 0.47 0.18 0.43 0.10 0.45 0.26 0.11 0.27 0.25 
Salmonella 15.85 13.46 13.28 21.43 17.13 11.87 16.22 9.53 19.61 16.10 6.80 
Shigella 11.45 5.53 3.04 19.06 21.53 4.46 1.60 2.71 5.07 10.34 NAt 
Vibrio 0.37 0.12 0.32 0.32 0.35 0.10 0.12 0.43 0.25 0.27 NA 
Yersinia 0.50 0.12 0.47 0.51 0.26 0.38 0.63 0.49 0.60 0.44 NA 
Cryptosporidium 0.99 0.88 0.55 1.43 0.52 4.10 1.75 1.15 0.46 1.42 NA 
Cyclospora 0.05 NRS 0.20 0.27 0.05 NR 0.33 NR 0.04 0.11 NA 
HUS" 1.01 2.62 1.79 0.84 NR 2.42 0.49 8.96 NR NA 
Population in 








surveillance 
(millions)** 
* Per 100,000 persons 
Not applicable 
« None reported 
Hemolytic uremic syndrome. Incidence per 100,000 children aged <5 years 


** Population for some sites is entire state, for other sites, selected counties. For some sites, the catchment area for Cryptosporidium and Cyclospora is 
larger than for bacterial pathogens 





FIGURE 1. Relative rates compared with 1996 of laboratory- FIGURE 2. Relative rates compared with 1996 of laboratory- 
diagnosed cases of Campylobacter, Listeria, and Yersinia, by diagnosed cases of Escherichia coli 0157, Salmonella, and 
year — Foodborne Diseases Active Surveillance Network, Shigella, by year — Foodborne Diseases Active Surveillance 
United States, 1996-2002 Network, United States, 1996-2002 


Cl = 55%—27% decrease). From 1996 to 2002, the estimated occurring since 2001. The incidence of F. coli O157 showed 
incidence of Salmonella did not change significantly (Figure 2). substantial variation by year and site. The estimated incidence 
‘ . : + ) ) 40) > qe (OS0 220 . . 
However, during this period, the estimated incidence of in 2002 was 8% lower than 1996 (95% CI = 33% decrease 
S fyphimurium decreased 31% (95% C] 41%-—18% 26% increase). Similar to F. coli O157, which is a major cause 


decrease): this decrease was checrved consistently over several of HUS, the incidence of HUS among children aged <5 years 


. . ~. ae ° 7a sarmate > , > > Liael 
years. [he estimated incidence of S. Enteritidis did not change has not changed significantly. The incidence of Shigella 


significantly (95% Cl = 36% decrease—35% increase); a sub declined from 1996 to 1999 and has since increased; the esti 
stantial decline in incidence before 1999 has been largely mated incidence in 2002 was 14% higher than in 1996 (95% 
: ; : ° : ot ' 44% . > QO% | > ») "12 ite e 
reversed by an increase in incidence. The estimated incidence Cl = 34% decrease-99% increase) and varied by site each 
of S. Newport increased 87% from 1996 to 2002 (95% Cl vear. From 1996 to 2002, the estimated incidence of Vibrio 
IO, 


oT . . ° . . - m : . ‘ TAD g50 . , 9 20, : > > 
15% to 203% increase), with the majority of the increase infections increased 126% ( 0 Cl <98% increase). 








342 MMWR 


April 18, 2003 





Surveillance for Cryptosporidium and Cyclospora began in 
1997. From 1997 to 2002, the estimated incidence of 
Cryptosporidium increased 8% (95% Cl 35% decrease—8 1 % 
increase). Although the incidence of Cyclospora has decreased 
since 199 


the Poisson regression model could not be 


applied because of the rarity of cases. 


Reported by: D Vugia, M1 ali 11a Dept of Health Sues. ] Hadle 


UD. Stat iden ogist nnecticut State Dept of Public Health 
1 ept of Hu Nd Re SOUTCE 
Hygiene. K Smith 


York State Dept 


Editorial Note: From 1996 to 2002, the incidence of 


y 


Campylobacter, Listeria, and Yersinia has shown substantial 
declines. Campylobacter and Listeria incidences are approach 
ing their respective national health objectives, indicating 
important progress in food safety. For infections caused by 
the three most common Salmone serotypes, a sustained 
decline in incidence has occurred only for S. Typhimurium. 

From 1996 to 2002, the incidence did not decline for 
Salmonella, Shigella, Vib Cryptosporidium, 1 ali O1S7. 
and HUS. Although the incidence of Sa/monella declined ini 
tially, ic has increased since 2000. Sa/monella infections are 
caused by many different Sa/monella serotypes with different 
animal reservoirs; therefore, changes in overall incidence of 
Salmonella influenced strongly by the most common 


] 
rr 


serotypes and their reservoirs. For example, the incidence of 


; af 
S. Enteritidis infections declined during the late 1990s but 
has since increased, similar to the incidence of Salmonella 
1 | I] \ | | larly, cl 
infecttons Caused Dy all serotypes combined. Similarly, the 
largest increase in incidence of Vibrio intections occurred from 
1996 to 1998, and this increase was associated with the emer 


| 
a new pandemic Strain of Vibrio pan 


/ 


gence of 


thaemolyticus 
6). However, from 2000 to 2002, other Vibrio species have 
contributed substantially to the overall increase in Vibrio 
infections. largeted efforts to reduce the rate of foodborne 
illnesses could include steps to reduce the prevalence of patho 
gens in their respective important animal reservoirs and the 
foods derived from them: cattle and ground beef (FE. coli 


O157), egg-laying chickens (S. Enteritidis), and seafood, pal 


ticularly oysters ( Vibrio) 


Implementation of nationwide, 
mandatory, on-farm preventive controls would reduce the risk 


for human illness from S. Enteritidis-contaminated eggs; such 


controls have been effective in reducing S. Enteritidis 
contamination of eggs where implemented (7). 

Some year-to-year variation in incidence can be attributed 
to outbreaks. For example, in 2002, both Georgia and Mary- 
land experienced large community outbreaks of Shigella sonnei 
infections. Oregon experienced a large outbreak of FE. coli 
O157 infections, many of which were complicated by HUS, 
associated with a county fair. A large outbreak of multidrug- 
resistant S. Newport infections from ground beef in 2002 
might be related to emergence of this strain in dairy cattle 
(8). In 2002, a large multistate outbreak of infections caused 
by pansusceptible S. Newport was traced to contaminated 
tomatoes (9). 

Che changes in the incidence of these infections occurred 
in the context of several control measures, including imple- 
mentation by the U.S. Department of Agriculture's Food 
Safety and Inspection Service (FSIS) of the Pathogen 
Reduction/Hazard Analysis and Critical Control Point 
(HACCP) systems regulations in meat and poultry slaughter 
and processing plants beginning in 1997. The decline in the 
rate of S. Typhimurium infections in humans coincided with 
a decline in the prevalence of Salmonella isolated trom FSIS- 
regulated products to levels below baseline levels before 
HACCP was implemented (/0). The Food and Drug 
Administration has introduced additional interventions to pre- 
vent foodborne diseases. These interventions include increased 
attention to fresh produce safety through better agricultural 
practices, regulations requiring the refrigeration and safety 
labeling of shell eggs, implementation of HACCP in the sea- 
food and juice industries, food safety education, increased 
regulation of imported food, and industry efforts, including 
new intervention technologic S, to reduce tood contamination. 

Che findings in this report are subject to at least three limi 
tations. First, FoodNet data are limited to diagnosed illnesses; 
however, the majority of foodborne illnesses are neither 
laboratory-diagnosed nor reported to state health departments. 
Second, some illnesses are acquired through nonfoodborne 
routes \c.2., contaminated water, person-to person contact, 
and direct animal exposure), reported rates do not represent 
foodborne sources exclusively. Finally, although FoodNet data 
provide the most comprehensive information available for 
these infections, the findings might not be generalizable to 
the entire U.S. population. 

Phe 2002 FoodNet final report will include incidence 
figures and other information, such as illness severity, and 


will be available in late 2003 at http://www.cdc.gov/foodnet. 
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TABLE 2. Number of cases* of other adverse events reported 


after smallpox vaccination among civilians, by severity — 
United States, January 24—April 13, 2003 





No. new Total 
cases (January 24- 
Adverse events (April 5-13) April 13) 
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TABLE 1. Number of cases* of selected adverse events associated with smallpox vaccination among civilians, by type — United 
States, January 24—April 13, 2003 





No. new cases 
Adverse events 


(April 5—13) 
Suspected Probable 





Total 
(January 24—April 13) 
Suspected Probable 





Confirmed" 








Confirmed 


NA 
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TABLE 3. Vaccinia immune globulin release and vaccinia Clarification: Vol. 51, No. 40 
transmission to contacts — United States, January 24- 
April 13, 2003 In the Notice to Readers, “Recommended Adult Imn 





No. new Total zation Schedule—United States, 2002—2003,” the eig 
cases (January 24- 
Events (April 5-13) April 13) 
: P soe | 
Vaccinia transmission to contacts” adults born after 1956 and without a history of measles 


note in Figure 1 incorrectly implied that the 





Committee on Immunization Practices recommended tl 
Vaccinia immune globulin release 0 


Health-care settings 0 cination should receive 


2 doses of measles, mumps, rubella 
Other settings 0 


MMR) vaccine. Adults born in or after 1957 should receive 
it least | dose of MMR unless they have a medical contrain 





“No cases of transmission from civilian vaccinees have 


j ] ot 1 ] ( AAN ) ] 
dication, documentation of at least | dose of MMR or other 
Reference 


CDC. Sencllipen Vaccine Adverse Evenss Monitor eee live measles vaccine, or other acceptable evidence of immu 


nity. A second dose of MMR is recommended for adults 
; 


' ' 
1) were recently exposed tO Measies 1n an Outbreak § 


1 


were previously vaccinated with killed measles virus 


Erratum: Vol. 52, No. 14 3) were vaccinated with an unknown vaccine during 


, 1967, 4) are students in post-secondary educational institu 
In the article, “Outbreak of Severe Acute Respiratory Syn 


, tions; 5) work in health-care facilities, and/or 6) plan to trav: 
drome (SARS) and Coronavirus Testing—United States, 


nn? internationally 
2003,” on page 301, an error occurred in the eighth sentence 
of the fifth paragraph of the editorial note. The sentence should 
read, “Enforced isolation in the United States is used prima 
rily to restrict patients with pulmonary tuberculosis who 
remain infectious but are unable or unwilling to remain in 


; a 
settings where they are less likely to transmit illness 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending April 12, 2003, with 
historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending April 12, 2003 (15th Week)* 





Cum. Cum. 


Cum. Cum. 
2003 2002 2003 2002 


18 23 
Hantavirus pulmonary syndrome 4 1 


25 





4 





Hansen disease (leprosy) 


Hemolytic uremic syndrome, postdiarrheal 30 
HIV infection, pediatric 75 
Measles, total 4' 
Mumps 60 
Plague 

Poliomyelitis, paralytic 

Psittacosis 

Q fever 

Rabies, human 

Rubella 

Rubella, congenital 

Streptococcal toxic-shock syndrome 
Tetanus 

Toxic-shock syndrome 

Trichinosis 

Tularemia 


Yellow fever 

















No reportec 





; incidence ¢ and 2003 are provisional and cumulative (year-to-date) 
Not notifiable 

Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update March 30, 2003 

Of four cases reported, three were indigenous and one was imported from another country 
* Of nine cases repc four were indigenous and five w 


vere imported from another country 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending April 12, 2003, and April 13, 2002 
(15th Week)* 





Encephalitis/Meningitis 
AIDS Chiamydia‘’ Coccidiodomycosis Cryptosporidiosis West Nile 
Cum. Cum. Cum. Cum. Cum. Cum 


Cum. Cum. Cum. Cum 
Reporting area 2003° 2002 2003 2002 2003 2002 2003 2002 2003 2002 























UNITED STATES 8,129 


NEW ENGLAND 277 
Maine 
N.H 


74 439 


MID. ATLANTIC 
Upstate N.Y 


Cit 


W.N. CENTRAL 
Minn 


Utat 

VOV 
PACIFIC 
Wast 
Oreg 
Calif 
Alaska 
Hawa 


ual 
PR 


Vi a4 
V.1 





Amer. Samoa J U 
C.N.M.1 2 U 





N: Not notifiable U: Unavailable N 

* Incidence data for reporting years 2002 and 2003 are provis 
Chlamydia refers to genital infections caused by C. trachomatis 
Updated monthly from reports to the Division of HIV/AIDS Preventi 


TD, and TB Preventio 
March 30, 2003 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 12, 2003, and April 13, 2002 


(15th Week)* 





Reporting area 
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Escherichia coli, Enterohemorrhagic (EHEC) 
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0157:H7 


Shiga toxin positive 
serogroup non-0157 


Shiga toxin positive 
not serogrouped 


Giardiasis 


Gonorrhea 








Cum 
2003 


Cum 


| 
4 


2002 





Cum Cum 
2003 | 2002 





Cum Cum 
2003 2002 





Cum 
2003 


Cum 
2002 





Cum. Cum 
2003 2002 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 12, 2003, and April 13, 2002 


(15th Week)* 





Reporting area 


Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 


(viral, acute), by type 





Serotype B 


Non-serotype B 


Unknown serotype 


A 








Cum. Cum. 





Cum. Cum 
2003 2002 





Cum Cum 





Cum Cum 
2003 2002 





Cum Cum 
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1coO 


UNITED STA 


NEW ENGLAND 


2003 2002 


431 8 


2003 


f 


2002 


2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 12, 2003, and April 13, 2002 


(15th Week)* 





Hepatitis (viral, acute), by type 





B 


Cc 


Legionellosis 


Listeriosis 


Lyme disease 








Cum 





Cum 
2003 





Cum Cum 





Cum. Cum. 





Cum Cum. 





Reporting area 


2002 


2003 2002 


2003 2002 


11 


2003 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 12, 2003, and April 13, 2002 


(15th Week)" 





Reporting area 


Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 





Cum. 
2003 





Cum. 





Cum. Cum. 





Cum. | Cum. 





Cum. | Cum. 








UNITED STATES 
NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

Rl 

MID. ATLANTIC 


Upstate N.Y 


W.N. CENTRAL 


CENTRAL 


INIT 
MOUNTAIN 


Mont 


Guan 
PR 
| 
Amer. Samoa 


C.N.M.1 


24 


2002 


2003 2002 


Q 


2003 2002 


+77 


2003 2002 


192 1,744 


4 4 
1 


Cum Cum 
2003 2002 





N: Not notifiable 


U: Unavailable 


ncidence data for reporting years 2002 and 20( 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 12, 2003, and April 13, 2002 
(15th Week)* 





Streptococcus pneumoniae, invasive 
Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 


Cum Cum Cum | Cum Cum Cum. Cum. Cum Cum. Cum. 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 





























191 1 6F 151 7OF 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending April 12, 2003, and April 13, 2002 
(15th Week)* 





Syphilis 





Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 


Cum. Cum. ‘ Cum. Cum. Cum. Cum. Cum. Cum 
Reporting area 2003 2002 2002 2003 2002 2003 2002 2003 
UNITED STATES 800 1,750 E 119 1,882 ’ 937 63 87 c 


























3 GBS 
NEW ENGLAND 50 71 1 ? 664 
Maine 2 § ? 
N.H 


Vi 
Vt 


Mass 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 

E.N. CENTRAL 


Ohi 


| 
| 
Mict 


Wis 


W.N. CENTRAL 


S. ATLANTIC 
De 
Md 








Nn . 
Nv: Not notifiabie 


* Incidence data for ref 








MMWR 


April 18, 2003 
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week ending April 12 
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All causes, by age (years) 
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